DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

ys& 8l1a)2

PRINTED: 07/02/2012

FORM APPROVED
OMB NG. 0938-031

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN
B. WING
443501 07/02/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WEST HILLS HEALTH AND REHAB 6801 MIDDLEBROOK PIKE
KNOXVILLE, TN 37919
{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES . [s] ! PROVIDER'S PLAN OF CORRECTION ! {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL i PREFIX | {EAGH CORRECTIVE ACTICON SHOULD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG : CROSS-REFERENCED TQ THE APPROPRIATE : DATE
| i i DEFICIENCY)
j T K025 -
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025‘ . No residents were identified as having been
SS=D : i affected. The penctration in the corridor wall
' Smoke barriers are constructed to provide at ! i above the ceiling at patient room 208 was :
| least a one half hour fire resistance rating in . i sealed by the maintenance assistant on 7/2/12. :
. accordance with 8.3, Smoke barriers may f i :
. terminate at an atrium wall. Windows are i i 2. The Maintenance Director and maintenance |
| protected by fire-rated glazing or by wired glass assistants will assess for penetrations in the
i panels and steel frames. A minimum of two I »corricd o wal ahove the ceiling in all resident -
' separate compartments are provided on each ! L rooms o ensure all wreas are scaled by
. floor. Dampers are not required in duct i 718712 , : od
! . . . | i P ‘tor was in-scrviced
 penetrations of smoke barriers in fully ducted | 3. ”‘;f“’i“;"'“:‘ ““;1{’“:1);:3 o o proper g
 heating, ventilating, and air conditioning systems. | - on7/2/12 by fhe & ; dor walls, |
1 19.3.7.3. 19.3.75. 19.1.6.3 19.1.6.4 | sealing of penetrations in the corridor walls. |
poTTTT T e AR e e e ; . 4. Uhe maintenance director will audit |
| i mounthly to ensure any penctrations arc sealed i
| limes 3 months and ongoing during monthly !
i : | preventative maintenance rounds. Results of
' This STANDARD is not met as evidenced by: . findings will be reM"“’.“"Ed by th; wetor in the |
. Based on observation, the facility failed to assure | | Administrator or Maintenance Director in (e -
- smoke barrier fire ratings are maintained i : Quality Assurance Performance Improvement :
| The findings include: ) ‘ Committee for 3 months and/or until one i
Observation on July 2, 2012 at 12:10 p.m ‘ hundred percent compliance is achieved. The |
' revealed one (1) pene’tration in the corridér wall Quality Assurance Performance lmprovement !
i . - i ists of the Administrator :
above the ceiling at patient room 208. ‘ Commitiee conststs o o
: aaip ! Medical Director, Director of Nursing, Staff
: 1 Development Coordinator, Environmental .
R E X . : i i ial Services Director, !
This finding was verified by the maintenance ; Serviees, Dictary, Socia SO
. supervisorgand acknowledgjed by the Business Office Manager, MDS _C‘.oordmator, f
- administrator during the exit conference on July i Rehabiii.tanon Department, Medical Records .
1 2,2012. : and Environmental Department. i
| : :
K062 : NFPA 101 LIFE SAFETY CODE STANDARD i K062, K062 _
$8=D" : [. Ne residents were identified as having .
- Required automatic sprinkler systems are ; been affected. The maintenance assistant
. continuously maintained in reliable operating ; | properly attached the wiring above the ceiling
. condition and are inspected and tested ! in room 905 on 7/2/12.
i periodically.  19.7.6, 4.6.12, NFPA 13, NFPA | ;
:25,8.7.5 | . 2. The Maintenance Director assessed all
| ' wires on the 900 unit to ensure no wires were
: | attached to or supported by the automatic 7 .l
| sprinkler system. The Maintenance Director , l
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K 062 | Continued From page 1

| This STANDARD is not met as evidenced by:

. Based on observation, the facility failed to assure
| the automatic fire sprinkier system is maintained

i to ensure the safety of the residents.

' The findings include:

| Observation on July 2, 2012 at 11:15 a.m.

i revealed numerous low voltage wiring attached to
| or supported by the automatic sprinkler system

" above the celling at patient room 805.

. This finding was verified by the maintenance

: supervisor and acknowledged by the

: administrator during the exit conference on July

$2,2012. i
K 147 . NFPA 101 LIFE SAFETY CODE STANDARD !
88=D: ;

- Electrical wiring and equipment is in accordance

' with NFPA 70, National Electrical Code. 9.1.2 !
| :

' This STANDARD is not met as evidenced by:

i Based on observation, the facility failed to assure
+ electrical wiring is installed in accordance with

' NFPA 70.

| The findings include:

! Observation on July 2, 2012 11:25 a.m. revealed
" the wiring and cables were faying on ceiling tiles
- and not left in a neat and workmanlike manner

" above the ceiling at patient room 920 (NFPA 70,
" 110-12).

" Based on cbservation, the facility failed to assure
: electrical panels had the required clear space in :
- front of them (NFPA 70,110-16 (d). i

and the mairitenance assistants asscssed and

reattached wires attached to or supported by
: the aulomatic sprinkler system, to the

‘ structure of the rest of the facility by 7/¢8/12.
3. The Maintenance [¥rector was in-serviced
on 7/2/12 by the administrator on proper
attachment of wiring above the ceiling.

. 4, The maintenance director will audit

" monthly to ensure that wiring is properly

- attached to the structure of the building for 3 !
" months and ongoing during monthly

| preventative maintenance rounds. . All

i findings will be revicwed by the administrator
or Maintenance Director in the Quality
Assurance Performance Improvement
Committee for 3 months and/or until one
i hundred percent compliance is achieved.

\ Quality Assurance Committee consists of the |

Administrator, Director of Nursing, Staff i

Development Coordinator, Environmental '

- Services, Dietary, Social Services Director, i
Business Office Manager, MDS Coordinator,
Rehabililation Department, Medical Records

and Environmental Department.

I
|
K062|

K147

K147

! 1. No residents were identified as having

i been affected. The maintenance director
moved the storage conrtainer in front of the i
electrica! panel on 7/2/12. !

2. There are no other elecirical panels in the
facility.

3. All dictary staff was in-serviced by 7/13/12 |
by the dietary manager/or assistanl dietary :
)19

clectrical pane! in the food service areas.

L
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K 147 - Continued From page 2 4. The dietary manager/assistant dietary ;

* The findings include:
i Observation on July 2, 2012 at 10:45 a.m.
|

. of the electrical panels in food serving room.

' These findings were verified by the maintenance

! supervisor and acknowledged by the
" administrator during the exit conference on July
- 2,2012.

: revealed one (1) storage container placed in front

manager/or head cook will check that the
electrical panel in the food serving roem is
unobstructed daily times 1 month and then
weekly for 2 months. The maintenance
director will check that the electrical panel in
the food serving room is unobstructed weekly
Llimes 3 months. All findings will be reviewed
in the Quality Assurance Performance
Improvement Conunittee for 3 months and/or
until one hundred percent compliance is
achieved. The Quality Assurance
Performance Improvement Committec
consists of the Administrator, Medical _
Director, Director of Nursing, Staff i
Development Coordinator, Environmental
Services, Dietary, Social Services Director,
Business Office Manager, MDS Coordinator, ;
Rehabilitation Department, Medical Records -
and Environmental Department.
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